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Received January 23, 2013; accepted December 6, 2013AbstractBackground: Suicide is a serious public health problem worldwide. The emergency department (ED) is often the first place of contact with
medical and mental health care for suicidal patients. This study aimed to determine the characteristics, management, and aftercare of patients
who attempted suicide and then were taken to the ED of a general hospital in Taipei, Taiwan.
Methods: Our study was a cross-sectional retrospective study that consecutively recruited patients with suicide attempts attended to the ED of a
general hospital from June 2004 to May 2005. The patients’ medical information and records pertaining to their emergency visit were sub-
sequently reviewed.
Results: Overall, 481 persons were recruited into our study. The male:female ratio of total surviving attempters was approximately 1:4 and the
average age was 33.6 [standard deviation (SD) 12.3] years. The most frequently observed general characteristics from which participants
suffered were mental illness (73.1%) and interpersonal problems (76.1%). Nearly all patients (91.7%) received ED on-site psychosocial as-
sessments from social workers (SWs) and psychiatrists in 84.2% and 53.4% of cases, respectively. Less than half of patients (45.1%) were
referred to psychiatric outpatient aftercare, and only 26.1% contacted the psychiatric outpatient clinics after discharge from the ED. The stated
reasons for psychiatric outpatient referral were associated with interpersonal problems, current psychiatric illness, the ED on-site psychiatrist
consultation, and admission to medical, surgical, or psychiatric wards. However, individuals with interpersonal problems, previous psychiatric
intervention, and ED on-site psychiatrist consultation were significantly more likely to attend outpatient psychiatric aftercare.
Conclusion: Individuals who harmed themselves had a high rate of psychiatric morbidity and interpersonal problems. However, their adherence
to psychiatric outpatient aftercare was low. Improved identification of the needs of patients with suicidal tendencies who did not attend outpatient
services will have implications for future services provided to this patient population, and will better enable medical personnel to most
effectively assist in suicide attempt interventions.
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Suicide is a serious public health problem worldwide. In
Taiwan, the suicide rate has increased over the past decade;
from 1999 to 2010, suicide has continually been one of the
country’s top 10 causes of death. In 2006, suicide deaths
climbed to a historic high of 4406 and the crude suicide
mortality rate reached an annual rate of 19.3 per 100,000
population.1 A study reported Taiwan’s socioeconomic losses
due to suicide were approximately New Taiwan Dollars (NTD)
32.5 billion in 2007,2 and estimates of its actual losses are
even higher. As a mechanism to attempt to address the rising
suicide rate, the Taiwanese government created a national
suicide prevention center at the end of 2005.
The emergency department (ED) is often the first place of
contact with medical and mental health care for suicidal pa-
tients.3,4 Therefore, the ED represents an important point of
access to mental health services and could play a crucial role
in suicide prevention.5 Thus, it is important that EDs should be
equipped with adequate personnel to evaluate and manage
suicidal patients effectively and, furthermore, are supplied
with adequate resources for follow-up after suicidal attempters
are discharged from the ED.
Some studies in Western countries have reported the ED
assessment, treatment, and discharge disposition of suicide
attempts. In one large European study of emergency treatment
following suicide attempts, 29% of boys and 26% of girls
were discharged without being recommended for follow-up
mental health treatment.6 The comparable figures for adults
were 16% of men and 14% of women.7 A British report of
ED dispositions following suicide attempts found that 46% of
patients were admitted for inpatient care and 27% of patients
were either seen by or referred to an outpatient mental health
specialist. The remaining 27% of patients did not receive a
mental health assessment.8 A retrospective longitudinal
cohort analysis was conducted that reviewed national 2006
Medicaid claims data for outpatient care of young Americans
who attempted suicide (10e19 years of age), and who
received ED treatment.9 The study showed that most patients
(72.9%) were discharged to the community with 39% of
discharged patients receiving a mental health assessment in
the ED and a roughly similar percentage (43.0%) receiving
follow-up outpatient mental health care. Follow-up mental
health care was directly related to recent outpatient and
inpatient mental health.9 A Korean report indicated that the
referral rate to mental health services for suicidal attempters
visiting ED was 47.3%.10 These studies suggest that mental
health evaluations may not be uniformly provided as a part of
emergency care for suicidal patients. In Taiwan, and
throughout Asia as a whole, research that focused on in-
terventions at the ED for those who attempted suicide were
rare. In this study, we examined emergency assessment,
treatment, and discharge disposition in a representative sam-
ple of suicidal attempters visiting the ED. More specifically,
we determined the factors related to psychiatric outpatient
aftercare.2. Methods2.1. Study sampleAll participants were consecutively recruited from the ED
of a general hospital in Taipei, Taiwan during the 12-month
period from June 2004 to May 2005 (the year prior to when
the Taiwan national suicide prevention center was estab-
lished). “Suicidal behavior” was defined as any self-harm
incident that was both brought to the attention of medical
staff in the ED and linked with the patient’s expressed intent to
commit suicide or hurt him/herself. We did not try to differ-
entiate between “real” suicide attempts and “gestures”
(manipulative, attention-seeking acts), because suicide at-
tempts and self-harm behaviors were not mutually exclusive.
The inclusion criteria allowed all patients who had attempted
suicide and self-harmers, but excluded patients with only
suicidal ideation.2.2. ProceduresThis was a cross-sectional retrospective study. All medical
records in the ED, including emergency records, admission
and discharge notes, progress notes, consultation sheets, SW
notes, and nursing notes, were retrospectively reviewed. Basic
sociodemographic information collected included sex, age,
marital status, educational level, employment, and residential
status. Other variables, such as previous inpatient and outpa-
tient care, previous suicidal behavior, method of suicidal
behavior, psychosocial assessment in the ED, and further
disposition after discharge from the ED, were also collected.
We categorized all suicidal methods into four categories: (1)
self-poisoning (e.g., using psychotropics or other medical
drugs); (2) cutting (i.e., using sharp materials to inflict bodily
injury); (3) more-fatal methods (e.g., charcoal burning;
hanging; strangulation/suffocation; jumping from high places;
self-drowning; using cleansers, insecticides, chemical agents,
and pesticides; and using more than three methods at the same
time); and (4) other methods not included in any of the above
categories (e.g., tongue biting).
This study was carried out according to the Declaration of
Helsinki and good clinical practices. All the obtained data
were delinked and the protocol was approved by the institu-
tional review board at the study site.2.3. Statistical analysisWe examined the demographic data for significant associ-
ations with self-harm using descriptive statistics. For cate-
gorical variables, c2 tests were applied, and the Student t test
was used to examine continuous variables. Univariate and
multivariate logistic regression analyses were performed to
test which factors were associated with psychiatric outpatient
referral and attendance at outpatient aftercare mental health
services. All analyses were performed using SPSS version
11.0 (SPSS Inc., Chicago, IL, USA).
Table 2
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The likelihood of correlative factors associated with suicide attempts
(n ¼ 468).
3.1. Clinical characteristicsNumber %
Interpersonal relationship issues 356 76.1
Couple conflicts 133 28.4
Family conflicts 205 43.8
Survival 1 0.2
Other 17 3.6
Social issues 154 32.9
Job loss 16 3.4
Financial stress 66 14.1
Work stress 60 12.8
Academic stress 10 2.1
Media influence 2 0.4
Psychiatric illness 342 73.1
Depression 196 41.9
Bipolar disorder 41 8.8
Schizophrenia 12 2.6
Adjustment disorder 5 1.1A total of 481 patients presented at the ED with suicidal
behaviors during the study period. Among this group, 13
(male:female ratio was 1:1.6) were deceased on arrival at the
hospital. Forty-eight individuals (10%; the male:female ratio
was 1:5) had been admitted to the same ED arising from
suicide attempts more than once during this study period. The
sociodemographic characteristics of the surviving attempters
are shown in Table 1. The male:female ratio of total surviving
attempters was approximately 1:4 and the average age was
33.6 [standard deviation (SD) 12.3] years. Additionally, almost
half of the 481 patients (49.4%) were single. Due to the
methodology of this study, data concerning patient employ-
ment and residential status were noted to be incomplete.Anxiety 10 2.1
Personality disorder 1 0.2
Substance use 62 13.23.2. The likelihood of correlative factors associated with
suicide attemptsOther psychiatric illness 15 3.2
Physical illness 101 21.6
Chronic illness 67 14.3
Terminal illness 6 1.3
Visual impairment 11 2.4
Headache 17 3.6There can be multiple risk factors associated with suicidal
behavior. The likelihood of correlative factors associated with
suicidal attempts of this study population was shown in
Table 2. Our data showed that the predominant factors were
interpersonal relationship issues (76.1%) and current psychi-
atric illness (73.1%). The most common type of interpersonal
relationship issue was family conflict (43.8%). Interpersonal
problems were more likely to be regarded as contributingTable 1
Demographics of suicidal attempters in the emergency department (ED)
(n ¼ 468).
Number %
Sex
Male 93 19.9
Female 375 80.1
Age (y)
14 2 0.4
15e24 114 24.4
25e34 184 39.3
35e44 92 19.7
45e54 42 9.0
55 34 7.3
Marital status
Single 231 49.4
Married 135 28.8
Separateda 68 14.5
Missing 34 7.3
Employment
Full/part-time 168 35.9
Unemployed 72 15.4
Student 14 3.0
Housekeeper 19 4.1
Missing 195 41.7
Residential status
Live alone 63 13.5
Live with family 217 46.4
Missing 188 40.2
a Separated/divorced or widowed.factors to suicidal behavior among women (male: 15.7%; fe-
male: 84.3%; c2 ¼ 16.0, p < 0.001) and younger people (aged
54 years: 77.4%; aged 55 years: 58.8%; c2 ¼ 6.0,
p ¼ 0.01). Depressive disorders (41.9%) were the most com-
mon current psychiatric illness, followed by substance use
problems (13.2%). Older people were more likely to regard
physical illness as a contributing factor than younger people
(54 years: 18.4%; 55 years: 61.8%; c2 ¼ 35.0, p < 0.001).3.3. Suicide method and the likelihood of correlative
factorsThe most common suicidal method used by our patient
group was self-poisoning (57.5%), followed by self-cutting
(25%). Fifty-five patients (11.8%) used more serious
methods (e.g., charcoal burning, hanging, drowning, etc.),
which were more commonly used among men than women
(20.4% vs. 9.6%; c2 ¼ 10.5, p ¼ 0.02) and among older than
younger people (54 years: 11.1%; 55 years: 20.6%;
c2 ¼ 6.2, p ¼ 0.097).3.4. Management and further arrangements by the
factors associated therewithIn the ED, 429 (91.7%) individuals received psychosocial
assessments by either a SW or a psychiatrist (84.2% and
53.4%, respectively). However, only 211 patients (45.1%)
were referred to outpatient psychiatric clinics for further
treatment after discharge from the ED and only 122 (26.1%)
actually attended the psychiatric outpatient clinics. The
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psychiatric outpatient referral is shown in Table 3. Those who
received on-site psychiatric consultation were most likely to
be referred to psychiatric outpatient aftercare.
Sixty-three patients (13.5%) were admitted to medical or
surgical inpatient wards, and 17 patients (3.6%) were admitted
to psychiatric inpatient wards. Only 30.9% of serious self-
harmers and 17.5% of patients with current psychiatric
illness were admitted. Among the 388 (82.9%) individuals
who were not admitted, over half (n ¼ 199, 51.3%) were not
referred to psychiatric outpatient clinics and 282 (72.7%) of
them did not attend psychiatric outpatient services.
Univariate analyses were applied in order to explore which
factors were associated with referral to psychiatric outpatient
services. As shown in Table 4, psychiatric outpatient referral
was significantly associated with nine variables: cutting
method; interpersonal problems; social stress; current psy-
chiatric illness; past psychiatric history; prior psychiatric
intervention; ED on-site psychosocial intervention; ED on-site
psychiatrist consultation; and admission to medical, surgical,
or psychiatric wards. Multivariate logistic regression analysis
revealed that four factors were significantly associated with
psychiatric outpatient referral: interpersonal problems, current
psychiatric illness, ED on-site psychiatrist consultation, and
admission to medical, surgical, or psychiatric wards (Table 4).3.5. Factors associated with attendance of outpatient
aftercareThe referral rate was positively related to further psychi-
atric outpatient aftercare (the attendance rates among referred
and nonreferred patients were 57.8% and 0%, respectively).
Univariate analyses were first applied to explore the factors
associated with psychiatric outpatient aftercare. As shown in
Table 5, psychiatric outpatient aftercare attendance rate was
significantly associated with six variables: age; interpersonal
relationship issues; current psychiatric illness; past psychiatric
history; previous psychiatric intervention; and ED on-site
psychiatrist consultation. Multivariate logistic regression
analysis indicated three factorsdindividuals with interper-
sonal problems, previous psychiatric intervention, and ED on-
site psychiatrist consultationdthat were significantly more
likely to influence the attendance outpatient psychiatric
aftercare (Table 5).Table 3
The association between intervention in the ED and referral to further psy-
chiatric outpatient clinics/departments.
Referral,
n (%)
Nonreferral,
n (%)
Consult neither SW nor psychiatrist
at ED (n ¼ 56)
11 (19.6) 45 (80.4)
SW only at ED (n ¼ 207) 60 (29.0) 147 (71.0)
Psychiatrist only at ED (n ¼ 40) 24 (60.0) 16 (40.0)
Both SW and psychiatrist at ED (n ¼ 139) 40 (58.6) 99 (41.4)
p < 0.001.
ED ¼ emergency department; SW ¼ social worker.4. Discussion4.1. Suicidal behavior and the likelihood of factorsThis cross-sectional retrospective study of suicidal
attempters visiting the ED of a general hospital in Taipei found
that female patients displayed more suicidal behaviors than
male patients (the male:female ratio was 1:4). This was
different from the analogous self-harm ratios published by the
World Health Organization, which range from 1:0.7 to1:2.3.11
Our results were more consistent with those of one previous
study, which found that girls outnumbered boys by 4:1 in ED
visits for self-harm.12 Although more than four times as many
men than women complete suicide,13 women attempt suicide
two to three times more often than men do,14 which could
explain the higher rates of self-harmerelated ED visits among
female patients in this study. There were two possible expla-
nations for the higher rate of suicide among male patients that
were found in this study: men tended not only to have greater
suicidal intent,15 but also undertake more fatal attempts than
women (men: 20.4%; women: 9.6%; c2 ¼ 10.538, p ¼ 0.015).
This study revealed that suicidal attempters visiting the ED
were most commonly aged 25e34 years, with a mean age of
33.6  12.3 years. These figures were similar to the age range
of 31e40.2 years indicated in previous research.4,16 Most in-
dividuals with suicidal behavior in this study were unmarried,
divorced, or widowed (63.9%), a rate similar to those reported
previously;17 alternatively, some studies have shown a high
proportion of married people among individuals with suicidal
behavior.18 Therefore, the role of marriage as a protective
factor against suicidal behavior has varied from country to
country.
Unemployed individuals were at high risk for both suicide
and self-harm.19 A higher unemployment rate (15.4%) was
found among this study population than the general population
(4.1e4.4%) of Taiwan in the years 2004 and 2005.20
Employment could provide not only money, but also social
contacts, prestige, support possibilities, and a stable routine.
That might explain why individuals with suicidal behavior had
a higher unemployment rate than the general population.21
Previous studies described that isolation was a risk factor for
suicide, and particularly for self-harm.22 However, this study
found that 46.4% of patients who had attempted suicide lived
with their families. Meanwhile, female individuals aged 54
years were strongly influenced by interpersonal relationship
issues, especially family conflict. Therefore, living with family
did not automatically imply protection from suicidal behavior,
especially among female individuals. As in other social en-
vironments, family influenced individual suicidality.21
In this study, suicidal behavior was influenced mostly by
interpersonal relationship issues and psychiatric illness. Past
studies have indicated that social circumstances were impor-
tant; evidence supported the proposition that an excess of life
events can lead to a suicide attempt, such as relationship dif-
ficulties in younger people and health- or bereavement-related
problems in older adults.23 Furthermore, mental health diffi-
culties, particularly depression, alcohol or substance misuse,
Table 4
Unadjusted ORs (95% CIs) for referral to further psychiatric outpatient services from the ED of a general hospital according to individual factors, after adjustment
for other factors (n ¼ 468).
Number Unadjusted OR (95% CI) p Adjusted OR (95% CI) p
Referral Nonreferral
Sex
Male 36 57 0.722 (0.454e1.148) 0.168 0.945 (0.539e1.657) 0.845
Female 175 200 1.0 1.0
Age (y)
54 192 242 0.626 (0.310e1.265) 0.192 0.575 (0.250e1.322) 0.193
55 19 15 1.0 1.0
Method
Self-poisoning 136 133 1.0 1.0
Cutting 39 78 0.489 (0.311e0.769) 0.002** 0.622 (0.369e1.050) 0.075
More-fatal attempt 25 30 0.815 (0.455e1.459) 0.491 0.900 (0.451e1.794) 0.765
Other 11 16 0.672 (0.301e1.502) 0.333 1.015 (0.410e2.510) 0.975
Interpersonal relationship issues
Yes 178 178 2.394 (1.517e3.778) <0.001*** 2.419 (1.406e4.161) 0.001**
No 33 79 1.0 1.0
Social stress issues
Yes 84 70 1.767 (1.197e2.607) 0.004** 1.516 (0.965e2.383) 0.071
No 127 187 1.0 1.0
Psychiatric illness
Yes 177 165 2.903 (1.857e4.538) <0.001*** 1.845 (1.046e3.256) 0.034*
No 34 92 1.0 1.0
Physical illness
Yes 51 50 1.320 (0.849) 0.218 1.374 (0.809e2.332) 0.240
No 160 207 1.0 1.0
Past psychiatric history
Yes 135 116 2.159 (1.486e3.136) <0.001*** 1.121 (0.641e1.961) 0.688
No 76 141 1.0 1.0
Previous psychiatric intervention
Yes 75 53 2.123 (1.404e3.209) <0.001*** 1.379 (0.777e2.446) 0.272
No 136 204 1.0 1.0
Psychosocial intervention at ED
Yes 204 225 4.145 (1.790e9.596) 0.001** 1.791 (0.559e6.953) 0.291
No 7 32 1.0 1.0
SW assessment at ED
Yes 182 212 1.332 (0.802e2.212) 0.268 0.618 (0.271e1.411) 0.253
No 29 45 1.0 1.0
Psychiatrist consultation at ED
Yes 153 97 4.351 (2.935e6.450) <0.001*** 3.144 (1.975e5.005) <0.001***
No 58 160 1.0 1.0
Admission
Yes 22 58 0.399 (0.235e0.678) 0.001** 0.244 (0.128e0.466) <0.001***
No 189 199 1.0 1.0
*p < 0.05.
**p < 0.01.
***p < 0.001.
CI ¼ confidence interval; ED ¼ emergency department; OR ¼ odds ratio; SW ¼ social worker.
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for suicide attempts.2426 The risk factors of depression and
substance use were confirmed in our study; however, the factor
of personality disorder seemed relatively low when compared
to the previous studies. One possibility that could explain this
result is the retrospective study design and the natural biases
inherent in the process of recording ED medical documents.
The most common method of suicidal behavior was self-
poisoning (57.5%), followed by self-cutting (25.0%), a
similar pattern to that found in previous studies.18 In this
study, male individuals used more fatal self-harm methodsthan female individuals, and older individuals tended to inflict
self-harm more fatally than younger people; however, no
statistically significant results corroborated these trends, in
accordance with previous findings.274.2. Management at the ED and aftercareBaraff et al28 reported that no single type of mental health
professionaldwhether a psychiatrist, SW, public or private
psychiatric evaluation team, psychiatric nurse, or psycholo-
gistdwas available to evaluate patients who had attempted
Table 5
Unadjusted ORs (95% CIs) for further adherence to psychiatric treatment in the ED of a general hospital according to individual factors, after adjustment for other
factors (n ¼ 468).
Number Unadjusted OR (95% CI) p Adjusted OR (95% CI) p
Adherers Nonadherers
Sex
Male 20 73 0.733 (0.425e1.264) 0.264 0.730 (0.388e1.374) 0.329
Female 102 273 1.0 1.0
Age (y)
54 108 273 0.473 (0.231e0.969) 0.041* 2.214 (0.973e5.041) 0.058
55 14 20 1.0 1.0
Method
Self-poisoning 78 191 1.0 1.0
Cutting 23 94 0.599 (0.354e1.014) 0.057 0.675 (0.377e1.208) 0.185
More-fatal attempt 14 41 0.836 (0.432e1.620) 0.596 0.832 (0.397e1.741) 0.625
Other 7 20 0.857 (0.348e2.108) 0.737 1.011 (0.369e2.773) 0.983
Interpersonal relationship issues
Yes 104 252 2.155 (1.239e3.749) 0.007** 1.931 (1.034e3.608) 0.039*
No 18 94 1.0 1.0
Social stress issues
Yes 44 110 1.210 (0.785e1.867) 0.388 0.857 (0.525e1.401) 0.539
No 78 236 1.0 1.0
Psychiatric illness
Yes 108 234 3.692 (2.025e6.732) <0.001*** 1.744 (0.856e3.553) 0.126
No 14 112 1.0 1.0
Physical illness
Yes 32 69 1.427 (0.882e2.311) 0.148 0.740 (0.117e4.688) 0.749
No 90 277 1.0 1.0
Past psychiatric history
Yes 91 160 3.412 (2.156e5.401) <0.001*** 1.498 (0.791e2.836) 0.215
No 31 186 1.0 1.0
Previous psychiatric intervention
Yes 60 68 3.965 (2.540e6.162) <0.001*** 2.173 (1.225e3.852) 0.008**
No 62 278 1.0 1.0
Psychiatrist consultation in ED
Yes 89 161 3.099 (1.972e4.869) <0.001*** 1.978 (1.164e3.360) 0.012*
No 33 185 1.0 1.0
*p < 0.05.
**p < 0.01.
***p < 0.001.
CI ¼ confidence interval; ED ¼ emergency department; OR ¼ odds ratio.
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Furthermore, only an estimated 10% of patients in California
EDs who had attempted suicide were evaluated by a psychi-
atrist. The report by Hickey et al29 indicated that 59% of ED
patients with injuries resulting from suicidal behavior did not
receive psychiatric assessments. Contrarily, Runeson et al30
found that 92% of Swedish patients who had attempted sui-
cide underwent an immediate examination by a physician
from the psychiatric department. However, only 30% of pa-
tients who had attempted suicide in Padua, Italy received a
consultation from a psychiatric liaison.30 In this study, we
found that 91.7% of patients received an examination from a
mental health professional (including SWs and psychiatric
liaisons; 84.2% and 53.4%, respectively) in the ED. In com-
parison with previous studies, this was a relatively high rate of
provision of mental health services at the ED.
Although we found a high rate of examination by mental
health professionals at the ED in this study, the rate of further
ED disposition (e.g., referral to psychiatric outpatient aftercareor admission to medical, surgical, or psychiatric wards) was
lower than that found in other studies.28e30 The results of
previous studies indicate that adherence to further psychiatric
outpatient treatment can reduce the rate of subsequent suicide
attempts.31,32 In this study, only a quarter of self-harmers
received further psychiatric outpatient treatment after the
initial suicide attempt. Meanwhile, 234 (69.4%) persons with
current psychiatric illness did not receive outpatient psychi-
atric treatment. Because the rate of referral and attendance to
further psychiatric outpatient treatment was strongly associ-
ated with ED on-site psychiatrist consultation, it seems that
routine psychiatrists’ consultation for suicidal attempters in
the ED can improve the rate of referral and attendance of
psychiatric outpatient aftercare. The two possible reasons for
the low rate of referral and attendance to further psychiatric
treatment were lower referral rates after SWs’ evaluations and
their (and the ED physicians’) lack of ability to address the
issues of high-risk patients. Therefore, further training in the
assessment of and interventions for self-harm for SWs and
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chiatric outpatient treatment.
Because previous suicidal behavior is one of the most
significant risk factors for suicide completion, close moni-
toring of these patients is important in secondary prevention
efforts. However, we found a low rate (17.1%) of admission to
medical, surgical, or psychiatric wards in this study. By
contrast, Doshi et al4 found that about two-thirds of suicidal
attempters visiting an ED were either admitted to the hospital
or referred to another facility. Two possible reasons for the low
admission rate were the stigma of admission due to a suicide
attemptdespecially admission to a psychiatric warddand
lack of access to mental health personnel for patient
disposition.254.3. Strength and limitationsThis study examined the characteristics, management, and
aftercare for suicidal attempters visiting the ED of a general
hospital in northern Taiwan. The results are valuable, because
studies discussing this topic in Asian countries are rare.
However, this study did have some limitations. First, the
design was cross-sectional and retrospective, which does not
allow for the determination of causal relationships. Moreover,
owing to the fact that data was collected only from medical
charts, and the missing data were noted, the validity of risk
factors should be careful considered. Second, the cross-
sectional nature of the study means that it cannot predict
long-term outcomes. Third, although this study sample may be
representative of the population of people who visit general
hospitals in northern Taiwan, it does not represent the de-
mographics of hospitals in other areas of the nation.
Suicidal attempters are a special subset of all ED patients.
They require careful evaluation and follow-up because of the
risk of further suicide attempts. The results of this survey indi-
cate that lack of adequate referral to further psychiatric outpa-
tient treatment (45.1%) contributes to the documented
difficulties in the provision of outpatientmental health treatment
to patients who have attempted suicide.33e35 These results un-
derscore the challenges facing emergency physicians and staff
in addressing the needs of patients who have attempted suicide.
Suicidal behavior is one of the leading reasons for emergency
hospital admissions. Therefore, further investigation is needed
to find the ideal psychiatric consultation arrangement for suicide
attempters, and must be established in cooperation with emer-
gency room staff to maximize its effectiveness.
In conclusion, individuals who harmed themselves had a
high rate of psychiatric morbidity (73.1%) and interpersonal
problems (76.1%) in this cross-sectional retrospective study.
Although the on-site psychosocial assessments (psychiatrist
and SW consultations) were high (91.7%), patient adherence
to psychiatric outpatient aftercare was still low (26.1%). The
identification of the needs of patients with suicidal tendencies
who do not attend psychiatric outpatient services will have
implications for service provision and better inform future
interventions for suicide attempts.References
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